As of July 1, 2010, there were new changes in the reporting of platelet-rich plasma (PRP) injections. This review summarizes what this service is and the proper coding required of PRP injections.
Surgical Procedure Usage
If one is performing a PRP injection during a surgical procedure, all official sources (Center for Medicare and Medicaid Service [CMS] , Current Procedural Terminology [CPT] , American Academy of Orthopaedic Surgeons [AAOS] , and so on) state that there would be no additional "professional" service CPT coding reported. The best reference is the April 2009 CPT Assistant where it states "The placement/injection of the cells into the operative site is an inclusive component of the operative procedure performed and not separately reported separately." This is also stated in chapter 1 of the National Correct Coding (NCCI) guidelines as well as CMS Manual Claims processing 100-04 chapter 12 section 40 where it describes what is considered inclusive in a given surgical procedure.
"Stand-Alone" Usage
When performing PRP in a stand-alone situation, such as in the office, Ambulatory Surgical Center (ASC), or outpatient facility, and this is the only procedure performed, there is now a category III code that is used to report the "professional" service being rendered. The code that should be reported is 0232T: Injection(s), Platelet Rich Plasma, any tissue, including image guidance, harvesting, and preparation when performed. There are very significant bundling issues provided for this code; CPT states the following: "Do not report 0232T in conjunction with *Auditing, Coding, Documentation and Compliance Consulting Chehalis, WA. †Midwest Orthopedics at Rush, Rush University Medical Center, Chicago, IL. The information supplied here is based on CPT and CMS current guidelines and policies. Private payers/carriers can have their own policies and procedures that you will need to check with. As with all coding, guidelines can change and it is up to the coder/physician to ensure that they have all the current and accurate information. Authors do not assume any responsibility or liability for reimbursement decisions or claims denials made by payers because of the use of this coding information. 20550, 20551, 20926, 76942, 77002, 77012, 77021, 86965 ." This is an all-inclusive code meaning no additional reporting for the harvesting, spinning, inserting, or radiologic guidance. Code 0232T covers it all. There have been references to different types of "techniques" used in providing a PRP injection. One such technique is called "peppering." Peppering has to do with placing the needle in multiple locations, and specific language includes the following: "recommend using a peppering technique spreading in a clock-like manner to achieve a more expansive zone of delivery, needling in 5 different places at times." This still falls under the 0232T if performed as a stand-alone procedure. Just because there is now a code, it does not mean that payers/carriers will start to reimburse the service. Many payers/carriers still have their internal policies of noncoverage. This means that the patient may have a financial responsibility associated with the PRP injection. It is advised that the patient is provided with a waiver similar to an Advanced Beneficiary Notice (ABN), which Medicare has to alert a patient and which requires the patient's signature to ensure that he/she understands that he/she is responsible for the bill (ABN available at: http://www.cms.hhs.gov/transmittals/ downloads/R83NCD.pdf).
Facility Reporting
Facilities that wish to submit a claim for this procedure should reference CMS Transmittal 1984, which provides information related to facility reporting and issues pertaining to their ability to report 0232T. Creative Coding "Creative coding" of PRP in which finding a code that is "close" but does not really represent the service being rendered is not encouraged and can cause difficulties should a provider audit occur. The CPT guidelines are very clear in the CPT Manual; it states the following: "Select the name of the procedure or service that accurately identifies the service performed. Do not select a CPT code that merely approximates the service provided. If no such procedure or service exists, then report the service using the appropriate unlisted procedure or service code." Many may feel they can select a code and then append a modifier, such as -22 to say "it is kind of sort of like this CPT code but more difficult" or modifier -52 to say "it is kind of like this but not as hard." Providers should technically not use this approach because CPT also states "A modifier provides the means to report or indicate that a service or procedure that has been performed has been altered by some specific circumstance but not changed in its definition or code."
Carriers/Payer Issues

Words of Warning/Caution
Even though there may be a specific CPT code, it does not mean that payment will be provided by an insurance company or even Medicare. There are many procedures that are considered "noncovered," experimental, or lacking medical necessity, which fall to the level of patient responsibility, and, thus, staff should be prepared to have the proper forms and paperwork available to alert patients before the service is rendered. If there is no CPT code or Healthcare Common Procedure Coding System (HCPCS) code that represents any service/procedure that is being performed, it is not advisable to "create" one. It is not proper to simply "misrepresent" the service with an existing CPT code. When an existing CPT/HCPCS code is being reported, the payer/ carrier infers that the described procedure is performed as per the intent of the code. only be imposed against those who act in 'deliberate ignorance' or with 'reckless disregard' of the truth or falsity of information specified on claims. A physician whose documentation fails to support the level of service submitted for a service code would not be subject to CMP liability unless he/she specifically acted in 'deliberate ignorance' or 'reckless disregard' of the truth or falsity of the claim. As a result, the Office of Inspector General (OIG) would not consider as a basis for CMP action the submitting of a claim for a service found upon review to be medically unnecessary without evidence that the issue of medical necessity was deliberately ignored or recklessly disregarded. Honest or inadvertent billing or coding mistakes will not be the basis for the imposition of CMPs. In addition, CMPs may be imposed only where a 'pattern' of improper claims with upcoded procedures or unnecessary services exists. Sanctions will be imposed only in appropriate cases where a 'pattern' of upcoding or billing for unnecessary services has been identified. The knowledge standard in the statute requires that providers assume responsibility for appropriate billing of their services. It is not our intent, however, to subject physicians to penalties for legitimate disagreements over the medical necessity of items and services or for honest mistakes or errors. The OIG intends to impose CMPs only after establishing that a provider knew that a billed item or service was not medically necessary, or that he or she deliberately ignored or recklessly disregarded such information. In response to comments, we are revising Sec. 1003.102(a)(6) by adding the words 'knows or should know' to read as follows: 'An item or service that a person knows or should know is medically unnecessary, and which is part of a pattern of such claims' (emphasis added). We are also amending the proposed Sec. 1003.102(a)(6) by deleting the words 'or practice' from this section in order to be consistent with language set forth in HIPAA."
In an effort to help illustrate common examples of how PRP might be used and appropriately handled for reimbursement, the following frequently asked questions are provided:
1. As an office procedure, when I submit CPT Code 0232T, is there a 100% chance that there will be no reimbursement? Answer: Probably yes; most payers/carriers still have noncoverage policy-patient liability. However, there recently has been some new activity with the Effective December 28, 1992, the Centers for Medicare and Medicaid Services (CMS) issued a national noncoverage determination for platelet-derived wound-healing formulas intended to treat patients with chronic, nonhealing wounds. This decision was based on a lack of sufficient published data to determine safety and efficacy and a public health service technology assessment. Effective July 23, 2004, upon reconsideration, the clinical effectiveness of autologous PDGF products continues to not be adequately proven in scientific literature. Because the evidence is insufficient to conclude that autologous PDGF in a platelet-poor plasma is reasonable and necessary, it remains noncovered for the treatment of chronic, nonhealing cutaneous wounds. Also, the clinical evidence does not support a benefit in the application of autologous PRP for the treatment of chronic, nonhealing, cutaneous wounds. Therefore, CMS determines it is not reasonable and necessary and is nationally non-covered. Effective April 27, 2006, coverage for treatments using becaplermin, a nonautologous growth factor for chronic, nonhealing subcutaneous wounds, remains nationally noncovered under Part B based on section 1861 (s) 2 (A) and (B) of the Social Security Act because this product is usually administered by the patient. Effective March 19, 2008, upon regarding PRP and then make a copy of the "noncoverage" section and then provide a copy to the patient along with your internal form (waiver) so the patient knows they will have to pay. 7. If we do what is explained in 6, do we have to have them sign a waiver? Answer: It would still be a good idea of getting them to sign a waiver. This protects the office/facility in cases in which patients may come back and say they did not know that their insurance would not pay for this. 8. For Medicare, do we bill them 0232T only and when we get no payment, can we charge a patient after they sign the "ABN" waiver? Answer: Because Medicare has a national "noncoverage" policy, you would really only need to bill Medicare if the patient requests that you bill to get a denial. You would then have them sign the ABN waiver, and on your claim either append modifier GA (waiver of liability statement issued as required by payer policy, individual case) or GY (item or service statutorily excluded, does not meet the definition of any Medicare benefit or, for Non-Medicare insurers, is not a contract benefit). When providing the waiver for Medicare patients, I would also recommend that you provide them the copy of the national policy of noncoverage. Medicare technically does not require an ABN for "noncovered" services, but it still may be a good policy to acknowledge that the patient was aware of these facts.
9. Can we bill an injection procedure (with or without imaging) and just charge the patient for the durable goods? Answer: Probably not now that there is a CPT category III code; you will have to use that code.
